
Findlay and colleagues,1 in this issue of the Journal, draw
attention to an interesting subgroup of aneurysms which have in
common unique morphologic and histologic features but which
vary in location and in the presence of important perforating
arteries and therefore in therapeutic responsiveness. Fusiform
aneurysms are enlarged segments in continuity with a main
arterial trunk, often with relatively smooth tapered ends and with
separate inflow and outflow openings. Perforating arteries may
be incorporated into the enlarged segment, particularly in the
basilar and proximal middle cerebral arteries. The histologic
hallmark of this group of aneurysms is a circumferential absence
of normal elastica and media without atherosclerosis. Such
fusiform aneurysms may in some cases evolve into serpentine
aneurysms that are giant lesions full of thrombus and traversed
by a meandering residual arterial channel. Fusiform aneurysms
may occur in association with tuberous sclerosis, Marfan’s
Syndrome, neurofibromatosis, and cutaneous vascular
anomalies. They have been reported following craniopharyn-
gioma removal, usually, but not invariably, when radiation
therapy has been used following the surgery. Rarely, involved
arterial walls of some fusiform aneurysms have been shown to
have an inflammatory process present. A curious sub-group of
fusiform aneurysms is that of the anterior cerebral artery
associated with an adjacent lipoma of the corpus callosum. The
fusiform aneurysms described above should be differentiated
from the atherosclerotic aneurysms involving the vertebro-
basilar circulation in elderly males, in which there is not only
expansion of long arterial segments but also elongation
[dolichoectasia].2,3 In by far the largest surgical series,4 about
half of the fusiform aneurysms presented with mass effect and
about one-fifth with hemorrhage. Good outcome occurred in
three-quarters of anterior lesions and none out of ten posterior
ones. In a smaller but still large series, the fractions were
reversed.5

Proximal ligation by clip or balloon is the simplest and
frequently a very successful treatment. This is particularly true in
younger patients with proximal internal carotid, posterior
cerebral and vertebral aneurysms. It is much more problematic
with proximal middle cerebral or basilar ones. The outcome
depends on the ability of collateral circulatory beds to supply
both the cortical and deep-perforating circulations rendered
ischemic by proximal occlusion, trapping or clip reconstruction.
I am skeptical about the general utility of wrapping, which is
obviously impractical when long segments of arteries with the

numerous perforators are involved. The good short-term
outcome reported in Case 11 in Findlay’s series probably reflect
the natural history rather than the benefit of wrapping an
incidental seven-millimeter fusiform aneurysm. I think that EC-
IC bypass is probably unnecessary in the great majority of
children and teenagers subjected to carotid ligation.6 It would be
interesting to know whether remodeling of the communicating
arteries, leptomeningeal collateral circulation development or the
bypass were responsible for the good outcome in Case 2. 

Recently ,there has been some hope that internal stenting and
extra-stent intra-aneurysmal coiling could be used effectively in
some fusiform aneurysms previously considered refractory to
treatment, such as the one causing death in this series, which
followed a surgical clipping.7,8,9,10
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